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Given	the	advent	of	highly	effective	antiretroviral	therapy,	HIV	is	now	considered	a	manageable	
chronic	condition.	However,	the	social,	psychological	and	indeed	physical	aspects	of	living	with	
HIV	can	be	challenging.	In	this	research	note,	the	social	psychological	aspects	of	HIV	diagnosis	
are	discussed	 in	 the	contexts	of	 three	cities	–	London,	Athens	and	New	York	–	 in	which	men	
who	have	sex	with	men	(MSM)	face	particular	inequalities	vis-à-vis	HIV.	It	is	argued	that	identity	
process	 theory	 from	 social	 psychology	 can	 offer	 particularly	 fruitful	 insights	 into	 the	 social	
psychological	 implications	of	HIV	diagnosis	and	 that	 the	 theory	can	help	 inform	psychological	
and	behavioural	 interventions	for	MSM	diagnosed	with	HIV.	This	research	note	provides	basic	
surveillance	 data	 for	 the	 three	 city	 contexts	 and	 reviews	 key	 literature	 in	 the	 area	 of	 HIV	
psychology	 from	 the	 perspective	 of	 identity	 process	 theory.	 Some	 testable	 hypotheses	 are	
developed	on	the	basis	of	existing	research	and	theory	concerning	HIV.	
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HIV	diagnosis	and	identity	processes	among	men	who	have	sex	with	men	(MSM)	in	London,	
Athens,	and	New	York	
	
Introduction	
In	this	research	note,	the	social	psychological	aspects	of	Human	Immunodeficiency	Virus	(HIV)	
diagnosis	 are	 discussed	 in	 the	 contexts	 of	 three	 cities	 –	 London,	 Athens	 and	 New	 York	 –	 in	
which	 men	 who	 have	 sex	 with	 men	 (MSM)	 face	 particular	 inequalities	 vis-à-vis	 HIV.	 As	
highlighted	in	this	article,	these	cities	present	distinct	socio-structural	conditions	in	relation	to	
HIV	 infection,	which	 in	 turn	can	create	distinct	 implications	 for	 identity	processes	and	coping	
strategies	 among	 those	 diagnosed	 with	 the	 chronic	 condition.	 Globally,	 HIV,	 which	 causes	
Acquired	 Immune	Deficiency	 Syndrome	 (AIDS),	 remains	 a	major	 public	 health	 crisis.	 Since	 its	
discovery	in	1981,	36	million	people	have	died	of	AIDS.	In	2014,	36.9	million	people	were	living	
with	HIV	worldwide.	 In	Western	 industralised	countries,	MSM	are	disproportionately	affected	
by	 HIV/AIDS	 and,	 as	 an	 epidemiological	 group,	 they	 remain	 at	 high	 risk	 of	 HIV	 acquisition.	
Although	HIV	is	now	considered	a	manageable	chronic	condition,	the	social,	psychological	and	
indeed	physical	aspects	of	living	with	HIV	can	be	challenging	(Arseniou,	Arvaniti,	&	Samakouri,	
2014).	It	this	article,	suggestions	are	made	about	the	theoretical	and	methodological	tools	best	
suited	 to	 investigating	 the	 social	 psychology	of	HIV	diagnosis	 among	MSM	 in	 these	 contexts,	
and	some	testable	hypotheses	are	proposed.	
	
HIV	surveillance	in	the	three	target	cities	
According	to	Public	Health	England	(2015),	 it	 is	estimated	that	103,700	people	are	 living	with	
HIV	 in	 the	UK,	17	per	cent	of	whom	are	as	yet	undiagnosed.	 	HIV	prevalence	 is	0.19%	of	 the	
population	 aged	 between	 15	 and	 59.	 In	 the	 UK	 like	 in	 many	 other	 Western	 industrialised	
countries,	MSM	face	particular	vulnerabilities	in	relation	to	HIV.	Recent	data	from	Public	Health	
England	 show	 that	 approximately	 45,000	MSM	 across	 the	 UK	 were	 living	 with	 HIV	 in	 2014.	
Thus,	MSM	represent	43%	of	the	UK	national	HIV	cohort,	despite	constituting	approximately	2-
3%	of	the	male	population,	which	demonstrates	the	magnitude	of	the	HIV	burden	in	MSM.1	In	
London,	HIV	prevalence	among	MSM	is	higher	–	it	is	estimated	that	1	in	11	MSM	are	living	with	
HIV.	Furthermore,	in	2014,	5850	new	diagnoses	of	sexually	transmitted	HIV	were	recorded,	57%	
of	which	were	among	MSM.		
	 In	Greece,	 in	 2011	HIV	prevalence	 in	 the	 general	 population	was	estimated	 to	be	0.7%	
and	 in	 2009	 there	was	 a	 6.5%	 prevalence	 among	MSM	 specifically	 (ECDC,	 2012).	Moreover,	
during	2011,	963	HIV	diagnoses	were	recorded,	362	(37.6%)	of	which	were	among	MSM.	It	 is	
noteworthy	 that	 75-85%	 of	 those	 HIV	 cases	 reported	 with	 an	 undetermined	 route	 of	
																																																						
1	National	AIDS	Trust	http://www.nat.org.uk/HIV-in-the-UK/HIV-Statistics/Latest-UK-
statistics/Men-who-have-sex-with-men.aspx	
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transmission	may	well	be	among	MSM	who	did	not	disclose	their	sexual	identity.	This	may	be	
attributed	 to	 elevated	homophobic	 prejudice	 in	 the	Greek	 context,	which	 can	 in	 turn	 induce	
internalised	homophobia	and	concealment	of	one’s	 sexual	 identity	 (Zervoulis,	 Lyons	&	Dinos,	
2015).	Recent	reports	in	the	Greek	context	demonstrate	that,	while	HIV	prevalence	is	relatively	
low,	 HIV	 incidence	 is	 rising,	 which	 has	 been	 attributed,	 at	 least	 in	 part,	 to	 the	 economic	
downturn	in	the	country	(Fotiou	et	al.,	2012).	
	 In	 the	USA,	1.2	million	people	were	 living	with	HIV	 in	2015	 (CDC,	2015).	 In	2011,	MSM	
constituted	54%	of	 the	population	 living	with	HIV	and,	although	MSM	represent	about	4%	of	
the	male	US	population,	they	remain	the	group	most	affected	by	HIV	in	the	US.	Minority	ethnic	
groups	in	both	the	UK	and	the	US	face	a	greater	HIV	burden	than	the	general	population	(Fish,	
Papaloukas,	 Jaspal	&	Williamson,	 in	press).	 Indeed,	 it	has	been	 found	 that	Black	MSM	are	15	
times	more	likely	to	be	diagnosed	with	HIV	than	the	general	population	(Millett	et	al.,	2012).	In	
2010,	 the	highest	number	of	new	 infections	 (4,800)	among	MSM	arose	among	young	African	
American	MSM	aged	between	13	and	24.	This	age	group	accounted	for	45%	of	new	infections	
among	African	American	MSM	and	 55%	of	HIV	 infections	 among	 young	MSM	 in	 total.	Of	 all	
MSM	 living	with	 diagnosed	HIV	 in	 2013,	 31%	were	African	American	while	 43%	were	White,	
which	 highlights	 the	 inequality	 faced	 by	 African	 American	MSM	 in	 relation	 to	 HIV	 infection	
(CDC,	2015).	
	 These	 epidemiological	 data,	 collectively,	 demonstrate	 the	 pressing	 need	 to	 address	 the	
psychological	and	behavioural	aspects	of	HIV	among	MSM	in	the	UK,	Greece,	and	the	USA.	The	
specific	 cities	 of	 London,	 Athens	 and	 New	 York	 merit	 particular	 attention	 because	 they	 all	
represent	a	relatively	high	HIV	prevalence	in	their	respective	countries.	A	comparative	study	of	
these	cities	would	be	informative,	because	they	differ	in	terms	of	socio-economic	and	cultural	
variables,	which	can	plausibly	affect	the	experience	of	testing	positive	for	HIV	and	that	of	living	
with	 it	 as	 a	 chronic	 condition.	 For	 instance,	 in	 a	 cultural	 context	 like	 Greece	 where	 open	
discussions	of	HIV	among	gay/bisexual	men	is	rare,	some	individuals	may	choose	not	to	disclose	
their	HIV	status	due	to	perceived	stigma,	while	in	London	where	there	is	considerably	greater	
awareness	of	HIV	in	the	London	gay/bisexual	community	this	may	not	necessarily	be	the	case.		
There	 is	also	a	significant	number	of	HIV	support	networks	and	resources	available	 in	London	
and	New	York	(in	comparison	to	Athens).		
	 Greece,	and	specifically	Athens,	constitutes	an	important	and	novel	case	study	given	that	
little	research	has	been	conducted	on	the	experience	of	living	with	HIV	in	this	context	(though	
see	 Sachperoglou	&	 Bor,	 2001	 for	 an	 insightful	 exception).	 Furthermore,	 Greece	 is	 currently	
confronted	 by	 a	 serious	 financial	 crisis	which	 has	 also	 had	 a	 negative	 impact	 on	 the	 lives	 of	
MSM	living	with	HIV	(particularly	in	relation	to	their	HIV	care).	For	instance,	there	are	reports	
that	some	HIV	clinics	in	Greece	are	unable	to	dispense	antiretroviral	medication,	which	has	led	
to	delays	 in	 receiving	 first-line	drugs,	 such	as	 Eviplera	 (Karamanoli,	 2012).	 This	 situation	may	
affect	not	only	physical	well-being,	given	that	non-adherence	to	ART	can	induce	viral	mutations	
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and,	 thus,	 drug	 resistance,	 but	 also	psychological	 health	because	of	 the	 fear	 and	uncertainty	
that	can	understandably	accompany	inconsistent	access	to	HIV	treatment.	Furthermore,	there	
exists	a	refugee	crisis	that	disproportionately	affects	Greece,	and	sexual	health	outcomes	in	this	
population	may	be	poorer	than	in	the	general	population	(Finnerty	&	Shahmanesh,	2016).	This	
may	contribute	to	increased	HIV	and	other	sexually	transmitted	infections	(STI)	incidence.		
	 On	the	other	hand,	the	US	and	particularly	New	York,	represents	an	important	case	study	
for	 several	 reasons.	 First,	 HIV	 prevalence	 among	MSM	 is	 high	 (Koblin	 et	 al.,	 2000).	 Second,	
there	 is	 a	 growing	 sense	 of	 community	 among	 HIV	 positive	 MSM	 which	 can	 create	 both	
opportunities	and	challenges	for	living	with	HIV	(Courtenay-Quirk	et	al.,	2006).	Third,	there	is	no	
automatic	 universal	 access	 to	 antiretroviral	 medication	 which	 can	 adversely	 affect	 not	 only	
individual	physical	health	but	also	public	health	due	to	non-suppression	of	viral	load	and,	thus,	
continued	infectiousness	(CDC,	2011).	Additionally,	there	are	major	inequalities	between	ethnic	
groups	 in	 New	 York,	 with	 African	 American	 and	 Latino	MSM	who	 are	 at	 highest	 risk	 of	 HIV	
infection	(Wilson	&	Yoshikawa,	2007).		
	 London	constitutes	an	important	case	study	because	of	factors,	such	as	the	growing	HIV	
incidence	among	MSM,	the	high	prevalence	of	HIV	 in	the	city	 (1	 in	11	MSM),	the	widespread	
practice	of	“chemsex”	(drug	use	 in	sexualised	settings)	among	MSM	in	London	(Bourne	et	al.,	
2014),	and	the	provision	of	publicly	funded	HIV	care	to	people	living	with	HIV	(BHIVA,	2012).	It	
is	noteworthy	 that,	although	BHIVA	guidelines	 recommend	 initiation	of	ART	regardless	of	 the	
patient’s	 CD4	 cell	 count,	NHS	 England	does	not	 currently	 commission	ART	until	 the	patient’s	
CD4	count	has	decreased	to	350	cells/mm3.	However,	treatment	as	prevention	(e.g.	if	the	HIV-
positive	patient’s	sexual	partner	is	HIV-negative)	is	considered	a	valid	reason	for	initiating	ART	
regardless	of	CD4	cell	count	throughout	the	UK	(NHS	England,	2015).	These	factors	will	play	a	
significant	 role	 in	 how	 HIV	 diagnosis	 is	 understood	 and	 how	 it	 shapes	 the	 HIV-diagnosed	
individual’s	engagement	with	their	chronic	condition	(see	Public	Health	England,	2015).		
	 Research	should	challenge	the	biomedical	model	of	HIV	medicine,	and	acknowledge	the	
additionally	 important	 role	 of	 socio-structural	 factors	 in	 shaping	 psychological	 and	 physical	
health	outcomes	among	HIV-positive	 individuals.	 It	 is	 likely	 that	 these	socio-structural	 factors	
give	 rise	 to	 distinct	 “cultures”	 of	 HIV	 which	 in	 turn	 shape	 the	 social	 and	 psychological	
experience	of	HIV	diagnosis.	For	instance,	widespread	access	to	high-quality	HIV	care	in	London	
may	create	a	culture	in	which	patients	with	HIV	can	experience	more	favourable	outcomes	for	
their	sense	of	self-efficacy	–	 indeed,	this	principle	has	been	associated	with	engagement	with	
HIV	 care	 as	 patients	 come	 to	 feel	 empowered	 vis-à-vis	 their	 chronic	 condition	 (Chen	 et	 al.,	
2013).	Conversely,	 in	New	York	where	access	 to	HIV	care	 is	not	publicly	 funded	 it	 is	doubtful	
that	 patients	 would	 experience	 high	 levels	 of	 self-efficacy	 in	 relation	 to	 their	 HIV	 infection.	
Accordingly,	future	research	ought	to	study	and	compare	socio-structurally	distinct	contexts	in	
which	HIV	infection	among	MSM	is	a	significant	concern.		
	 It	 is	 important	to	attempt	to	understand	how	socio-economic	and	cultural	factors	relate	
	 5	
to	the	experience	of	HIV	diagnosis	and	of	living	with	HIV	as	this	can	in	turn	enable	researchers	
to	develop	behavioural	interventions	for	enhancing	psychological	wellbeing	among	MSM	living	
with	HIV	in	these	specific	contexts.	Behavioural	 interventions	may	also	lead	to	better	physical	
health	 outcomes	 given	 the	 established	 link	 between	 psychological	 and	 physical	 health	 (Fish,	
Papaloukas,	Jaspal	&	Williamson,	in	press).	Research	should	be	guided	by	a	holistic	theory	that	
can	 capture	 the	 complexity	 of	 social	 and	 psychological	 factors	 involved	 in	 responses	 to	 HIV	
infection.	
	
A	social	psychological	approach	
Social	psychologists	have	fruitfully	investigated	various	aspects	of	HIV,	including	the	experience	
of	 diagnosis,	 interpersonal	 relations	 and	 social	 stigma	 (e.g.	 Arseniou,	 Arvaniti,	 &	 Samakouri,	
2014).	HIV	diagnosis,	in	particular,	can	be	a	challenging	psychological	event,	which	merits	close	
empirical	 attention	 (Flowers,	 Davis,	 Larkin,	 Church	 &	 Marriott,	 2011).	 It	 is	 proposed	 that	
Identity	Process	Theory	(Jaspal	&	Breakwell,	2014)	from	social	psychology	can	offer	particularly	
useful	 insights.	This	framework	enables	the	researcher	to	explore	the	 impact	of	HIV	diagnosis	
on	 the	 three	 prime	 levels	 of	 human	 interdependence	 –	 the	 intrapsychic,	 interpersonal	 and	
intergroup	levels.	These	levels	of	analysis	are	key	to	social	psychological	enquiry	(Doise,	1980).		
	 Identity	 Process	 Theory	 (IPT)	 provides	 an	 integrative	 model	 of	 identity	 construction,	
threat	and	coping	(see	figure	1).	The	theory	postulates	that	individuals	construct	their	identity	
through	engagement	in	two	processes:	
• Assimilation-accommodation	 refers	 to	 the	 process	 of	 absorbing	 new	 information	 into	
identity	 and	 of	 creating	 space	 for	 it	 within	 the	 identity	 structure.	 For	 instance,	 HIV	
diagnosis	requires	that	one	absorbs	new	information	about	oneself,	 that	 is,	one’s	new	
HIV	status	(assimilation).	The	assimilation	of	this	novel	information	may	lead	some	MSM	
to	 feel	 ashamed	 of	 their	 sexual	 identity,	 leading	 to	 avoidance	 of	 sexual	 relations	
(accommodation)	(Bernier	et	al.,	2016);	
• Evaluation	refers	to	the	process	of	attributing	meaning	and	value	to	the	components	of	
identity.	For	example,	an	HIV	diagnosis	may	be	construed	as	 reflecting	a	 flaw	 in	one’s	
identity	which	can	induce	feelings	of	shame	and	self-deprecation	(Bennet	et	al.,	2016).	
These	processes	are	in	turn	guided	by	various	motivational	principles	which	essentially	specify	
the	 desirable	 end-states	 for	 identity,	 that	 is,	 they	 constitute	 the	 guiding	 “goals”	 for	 the	
individual	who	constructs	their	identity:	
• Self-esteem	–	personal	and	social	worth;	
• Self-efficacy	–	competence	and	control;	
• Distinctiveness	–	uniqueness	and	differentiation	from	others;	
• Continuity	–	a	continuous	temporal	thread	between	past,	present	and	future;	
• Coherence	–	the	perception	that	relevant	aspects	of	identity	are	compatible.	
When	 these	 principles	 are	 compromised,	 for	 instance,	 by	 changes	 in	 one’s	 social	 context,	
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identity	 is	 said	 to	be	 threatened	and	 the	 individual	will	 deploy	 strategies	 for	 coping	with	 the	
ensuing	 threats.	 In	 response	 to	 such	 threats	 to	 identity,	 the	 individual	may	 try	 to	 cope	using	
strategies	 that	 vary	 in	 their	 level	 of	 long-term	 efficacy	 (e.g.	 denial,	 acceptance,	 and	 self-
isolation).		
	
	
Figure	1:	Identity	Process	Theory	
	
It	has	been	found	that	HIV	diagnosis	can	pose	threats	to	the	individual’s	self-esteem	given	the	
social	 stigma	 that	 is	 appended	 to	 HIV	 and,	 particularly,	 its	 association	 with	 stigmatised	
behaviours	such	as	having	condomless	sex	with	multiple	partners.	Indeed,	some	scholars	have	
discussed	 the	notion	of	 “whore	 shaming”	 in	order	 to	 capture	 this	 social	 stigma	 (Spieldenner,	
2016).	 In	 the	 remainder	 of	 this	 research	 note,	 some	 of	 the	 existing	 research	 into	 the	 social	
psychology	 of	 HIV	 is	 reviewed	 through	 the	 lens	 of	 IPT	 and	 some	 testable	 hypotheses	 are	
proposed.	
	
Research	into	the	social	psychological	aspects	of	HIV	diagnosis	
This	research	note	focuses	on	the	social	psychological	aspects	of	HIV	diagnosis	in	MSM	and	how	
these	 aspects	may	 in	 turn	 shape	 the	 experience	 of	 living	with	 HIV.	 There	 is	 evidence	 in	 the	
literature	that	HIV	diagnosis	can	affect	several	aspects	of	seropositive	MSM’s	identity,	such	as	
their	 sexual	 identity	 (Bourne	 et	 al.,	 2012),	 family	 identity	 (Sachperoglou	 &	 Bor,	 2001),	 and	
occupational	identity	(Hunt	et	al.,	2003).		
	 Partly	in	view	of	the	social	stigma	associated	with	HIV,	HIV	diagnosis	and	the	experience	
of	living	with	HIV	can	give	rise	to	post-traumatic	stress	disorder	(PTSD).	In	a	systematic	review	
of	HIV	 infection	associated	with	PTSD	and	post-traumatic	growth	 (Sherr	et	al.,	2011b),	 it	was	
found	 that	 there	was	a	5%	to	74%	prevalence	of	PTSD	 in	HIV	compared	 to	7%	to	10%	 in	 the	
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general	population.	There	was	also	evidence	of	a	 link	between	HIV-related	trauma	and	PTSD.	
This	can	have	considerable	implications	for	health	behaviours	such	as	decreased	adherence	to	
antiretroviral	 therapy	 and	 general	 difficulties	 in	 engaging	 in	 HIV	 care	 (LeGrand	 et	 al.,	 2015).	
Furthermore,	 initiation	of	antiretroviral	 therapy,	which	must	be	continued	 for	 the	 rest	of	 the	
individual’s	 life,	 might	 plausibly	 represent	 a	 threat	 to	 continuity,	 as	 it	 can	 serve	 as	 a	 daily	
reminder	of	one’s	HIV	infection.		
	
Hypothesis	 1:	 Given	 that	 HIV-related	 trauma	 represents	 a	 threat	 to	 identity,	 individuals	 will	
attempt	to	deflect	the	threat	by	disengaging	from	HIV	care.	This	will	apply	to	HIV-positive	MSM	
who	experience	trauma	in	all	three	cities.	
	
Furthermore,	 in	 a	 recent	 paper	 by	 Sherr	 et	 al.	 (2011a),	 it	 was	 argued	 that	 depression	 is	 an	
important	correlate	of	HIV.	For	 instance,	 it	was	observed	that	pre-existing	depression	can	put	
an	 individual	 at	 risk	 of	 HIV	 infection,	 that	 the	 experience	 of	 HIV-related	 illness	 can	 cause	
depression,	 and	 that	 HIV	 medication	 (including	 antiretroviral	 agents	 such	 as	 efavirenz)	 can	
exacerbate	 or	 precipitate	 mood	 disturbance.	 This	 suggests	 that	 depression	 is	 a	 key	
psychopathology	 that	 needs	 to	 be	 addressed	 in	 interventions	 designed	 to	 improve	 health	
outcomes	 among	 people	 living	 with	 HIV.	 It	 is	 vital	 to	 conduct	 research	 that	 can	 inform	
psychological	 interventions	 that	 reduce	 the	 incidence	 of	 depression	 among	 individuals	
diagnosed	with	HIV.	 Indeed,	as	 suggested	by	Arseniou	et	al.	 (2014),	 treatment	of	HIV-related	
depression	can	improve	the	individual’s	quality	of	life,	which	in	turn	can	lead	to	better	disease	
prognosis.	 Chronic	 threats	 to	 identity	 that	 remain	unresolved	 can	 lead	 to	psychopathological	
states,	such	as	depression	and	depersonalisation	(Breakwell,	1986).	It	is	therefore	important	to	
understand	 which	 identity	 principles	 are	 likely	 to	 be	 threatened	 in	 order	 to	 develop	
interventions	that	can	prevent	chronic	threats	to	identity.	
	
Hypothesis	2:	Given	the	greater	social	stigma	appended	to	HIV	in	Athens,	individuals	diagnosed	
with	 HIV	 in	 this	 city	 are	 more	 likely	 to	 experience	 long-term	 threats	 to	 self-esteem	 and	 to	
manifest	depressive	symptoms	than	HIV-positive	MSM	in	London	and	New	York.	
	
Moreover,	 an	 HIV	 diagnosis	 can	 have	 a	 profound	 impact	 on	 affect.	 Carrico	 et	 al.	 (2014)	
indicated	that	positive	affect	of	individuals	living	with	HIV	was	positively	associated	with	entry	
into	HIV	 care	 3	months	 after	 diagnosis	 and	 adherence	 to	 antiretroviral	 therapy	 over	 the	 18-
month	follow-up	period.	The	relationship	between	identity	threat	and	affect	remains	a	lacuna	
in	IPT	research	(Coyle	&	Murtagh,	2014),	although	there	is	some	emerging	qualitative	evidence	
that	 threat	 is	 associated	 with	 negative	 affective	 experiences	 (Jaspal,	 2012).	 Future	 research	
must	 consider	 affect	 among	 HIV-diagnosed	 individuals	 particularly	 in	 relation	 to	 possible	
experiences	 of	 identity	 threat.	 The	 social	 stigma	 that	 links	 HIV	 diagnosis	 to	 promiscuity	 and	
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immorality	could	threaten	self-esteem	in	the	newly	diagnosed	individual,	leading	to	feelings	of	
self-disgust	 and	 shame	 (Lee,	 Kochman	 &	 Sikkema,	 2002).	 Threats	 to	 self-esteem,	 and	 the	
negative	affective	experiences	associated	with	them,	may	serve	as	a	barrier	to	HIV	care	thereby	
undermining	physical	health	outcomes.	Indeed,	as	Castrighini	et	al.	(2010)	have	argued	low	self-
esteem	can	reduce	the	level	of	confidence	required	to	seek	HIV	care	among	individuals	who	are	
living	with	the	chronic	condition.	More	generally,	self-esteem	has	been	described	as	a	primary	
motivational	principle	for	help-seeking	(Wakimoto,	2008).		
	
Hypothesis	 3:	 In	 Athens	 where	 HIV-positive	 MSM	 may	 perceive	 decreased	 access	 to	 social	
support	 services	 (due	 to	 fear	of	disclosure	and	 stigma,	 for	example)	 than	 in	 London	and	New	
York,	they	will	manifest	decreased	self-esteem	and	engagement	with	HIV	care	than	HIV-positive	
MSM	in	London	and	New	York.	
	
As	reported	by	Flowers	et	al.	(2011)	and	the	aforementioned	studies	of	depression	and	PTSD,	
the	psychosocial	impact	of	HIV	diagnosis	among	HIV	positive	MSM	can	be	considerable.	While	
policy	efforts	mainly	focus	on	HIV	prevention,	it	is	important	to	consider	the	psychosocial	cost	
of	 HIV	 diagnosis	 among	 those	 living	 with	 the	 condition.	 In	 their	 early	 research	 into	 the	 link	
between	 sense-making	 vis-à-vis	 HIV	 diagnosis	 and	 physical	 health,	 Segerstrom	 et	 al.	 (1996)	
argued	that	attributions	involving	negative	beliefs	of	the	self,	the	future	and	perceived	control	
over	 events	 leading	 to	 HIV	 infection	 among	 HIV-positive	 gay	 men	 were	 associated	 with	 a	
decline	 in	 CD4	 cell	 count.	 This	 early	 study	 provides	 some	 evidence	 that	 construal	 of	 one’s	
diagnosis	 and	 HIV	 status,	 such	 as	 the	 identity	 attributions	 that	 individuals	may	make	 in	 the	
process	of	making	sense	of	their	HIV	diagnosis,	can	affect	physical	health	outcomes.	With	the	
demonstrated	impact	of	psychological	construal	for	HIV	disease	progression	(i.e.	CD4	decline),	
research	into	identity	processes	is	key.		
	
Hypothesis	 4:	 Given	 that	 HIV-positive	 MSM	 in	 London	 are	 more	 likely	 to	 be	 exposed	 to	 HIV	
affirmative	images,	they	will	manifest	higher	levels	of	self-esteem	and	self-efficacy,	which	will	in	
turn	be	associated	with	better	physical	health	outcomes	(i.e.	viral	suppression	and	higher	CD4	
cell	count),	than	HIV-positive	MSM	in	Athens.	
	
The	 attributions	 that	 individuals	 make	 are	 drawn	 at	 least	 in	 part	 from	 dominant	 social	
representations,	 that	 is,	social	 images	and	 ideas	about	HIV	that	circulate	 in	society.	The	 long-
standing	social	stigma	appended	to	HIV	is	a	key	area	of	enquiry	in	social	sciences	studies	of	HIV.	
The	stigmatisation	of	 those	 living	with	HIV	can	plausibly	affect	not	only	 their	self-identity	but	
also	 their	 interpersonal	 relationships.	 This	 is	 exemplified	 by	 Toppenberg	 et	 al.’s	 (2015)	
experimental	 study	which	 revealed	 that	 patients	with	HIV	 (and	 specifically	 gay	male	patients	
with	 HIV)	 were	more	marginalised	 than	 patients	 with	 cancer	 or	 patients	 with	 a	 broken	 leg,	
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suggesting	that	HIV	in	particular	is	a	chronic	condition	that	can	invite	negative	responses	from	
others	due	to	the	associated	stigma	and	negative	stereotypes.	HIV	stigma	can	lead	to	rejection	
of	 seropositive	 MSM	 with	 implications	 for	 their	 health	 outcomes.	 Cole	 et	 al.	 (1997)	
demonstrated	 that	 accelerated	 HIV	 progression	 was	 detected	 among	 rejection-sensitive	
individuals	 in	 the	 US	 who	 did	 not	 conceal	 their	 sexual	 identity.	 The	 rejection-sensitive	
personality	 trait	 predisposes	 the	 individual	 to	 identity	 threat	 when	 he/	 she	 is	 rejected.	 This	
research	 suggests	 that	 the	 physical	 health	 of	 seropositive	 MSM	 can	 deteriorate	 when	 their	
social	identity	(in	this	case,	the	sexual	identity)	is	stigmatised.	The	negative	correlation	between	
the	experience	of	social	stigma	and	self-esteem	is	well	documented,	particularly	when	there	is	
no	 cohesive	 group	 membership	 to	 buffer	 the	 negative	 effects	 of	 stigma	 (Crocker	 &	 Major,	
1989).	 For	 instance,	 it	 has	 been	 observed	 that	 Greek	 MSM	 living	 with	 HIV	 may	 experience	
difficulties	in	disclosing	their	HIV	status	to	significant	others,	such	as	family	members,	which	can	
deprive	 them	of	 social	 support	 (Sachperoglou	&	Bor,	 2001),	while	 Londoners	 diagnosed	with	
HIV	appear	to	be	more	likely	to	disclose	their	status	to	significant	others	(Petrak	et	al.,	2001).	
Cole	et	al.’s	(1997)	work	suggests	that	social	support	and	social	acceptance	may	help	decelerate	
HIV	progression,	and	that	identity	is	a	key	variable	in	disease	progression	(see	also	Segerstrom	
et	 al.,	 1996).	 In	 view	 of	 this	 work,	 it	 is	 important	 to	 explore	 how	 social	 support	 and	 social	
acceptance	may	 facilitate	 adequate	 coping	 processes	 that	 also	 lead	 to	 better	 physical	 health	
outcomes.	
	
Hypothesis	 5:	 Threats	 to	 self-esteem	 and	 continuity	 that	 are	 associated	 with	 interpersonal	
rejection	on	the	basis	of	one’s	positive	serostatus	will	be	buffered	by	perceived	social	support.	
	
Aspects	 and	 constructs	 related	 to	 identity	 (such	 as	 self-esteem)	 play	 a	 key	 role	 in	 how	
individuals	 respond	 to	 a	 positive	HIV	diagnosis.	 According	 to	Nicholson	 and	 Long	 (1990),	HIV	
positive	 gay	 men	 in	 Canada	 react	 either	 proactively	 or	 avoidantly	 when	 confronted	 with	 a	
positive	diagnosis.	 In	explaining	their	findings,	the	authors	argued	that	increased	homophobia	
and	 decreased	 self-esteem	 predicted	 engagement	 in	 avoidant	 behaviours	 while	 less	
homophobia	and	greater	self-esteem	could	induce	a	proactive	coping	style.	This	study	identifies	
self-esteem,	which	may	 be	 challenged	 by	 the	 experience	 of	 homophobia	 (Zervoulis,	 Lyons	&	
Dinos,	2015),	as	a	key	predictor	of	coping	style.	In	addition	to	considering	the	factors	that	can	
challenge	 self-esteem,	 it	 is	 vital	 to	 explore	 and	 predict	 the	 coping	 strategies	 likely	 to	 be	
deployed	by	individuals	following	an	HIV	diagnosis.	
	
Hypothesis	 6:	 In	 addition	 to	 self-esteem,	 increased	 self-efficacy	 will	 be	 associated	 with	 the	
adoption	of	proactive	coping	strategies	in	relation	to	HIV	diagnosis.	
	
Post-traumatic	 growth	 is	 a	 form	 of	 coping	 with	 adversity.	 Milam	 (2006)	 investigated	 the	
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relationship	between	post-traumatic	growth	(PTG)	and	HIV	disease	progression.	He	found	that	
there	was	a	positive	association	between	PTG	and	CD4	count	which	was	moderated	by	ethnicity	
(Hispanic	vs	non-Hispanic)	and	 level	of	optimism	(low	vs	high).	The	study	reported	a	negative	
correlation	 between	 PTG	 and	 viral	 load	 among	 individuals	 who	 reported	 low	 levels	 of	
pessimism.	Hence,	culture	and	personality	traits	(both	aspects	of	identity)	can	have	a	significant	
impact	 on	 physical	 health	 outcomes	 among	 people	 living	 with	 HIV.	 Results	 from	 a	 study	 of	
stress	and	medication	adherence	and	viral	 load	conducted	by	Weaver	et	al.	 (2005)	suggested	
that	negative	mood	and	lower	social	support	among	seropositive	individuals	are	closely	related	
to	poorer	medication	adherence	and	hence	higher	viral	load.	Moreover,	as	indicated	by	a	study	
of	 Moskowitz	 et	 al.	 (2009),	 a	 range	 of	 contextual	 factors	 such	 as	 time	 since	 diagnosis	 and	
initiation	 of	 antiretroviral	 therapy	 can	 determine	 the	 effectiveness	 of	 coping.	 Studies	 of	 HIV	
diagnosis	must	consider	identity	as	a	holistic	construct,	consisting	of	inter	alia	personality	traits,	
cultural	norms	and	values,	and	group	memberships.		
	
Hypothesis	7:	HIV-positive	MSM	in	Athens	will	perceive	lower	levels	of	social	support		(e.g.	from	
family	members)	 than	HIV-positive	MSM	 in	 London	 and	New	 York	 and,	 thus,	 higher	 levels	 of	
threat	 to	 self-esteem,	 continuity	 and	 self-efficacy	 following	HIV	diagnosis.	 This	 in	 turn	will	 be	
associated	 with	 suboptimal	 strategies	 for	 coping,	 such	 as	 deflection	 strategies,	 among	 HIV-
positive	MSM	in	Athens.	
	
Future	 research	 must	 aim	 to	 develop	 psychological	 and	 behavioural	 interventions	 for	
channeling	HIV-positive	individuals	towards	positive	coping	behaviours.	In	a	systematic	review	
of	 interventions	 for	 anxiety	 for	 people	 with	 HIV	 (Clucas	 et	 al.,	 2011),	 it	 was	 found	 that	
psychological	 interventions	 were	 more	 effective	 than	 pharmacological	 ones,	 further	
demonstrating	the	need	for	social	psychological	 investigations	of	HIV	diagnosis	and	for	a	shift	
from	solely	biomedical	approaches	to	HIV	treatment.	Given	that	interventions	can	be	effective	
in	 reducing	 risk	 behaviour	 and	 in	 improving	 health	 outcomes	 among	 HIV-positive	 MSM	
(Sikkema	 et	 al.,	 2011),	 it	 seems	 reasonable	 to	 explore	 aspects	 of	 identity	 and	 coping	 and	 to	
develop	interventions	on	the	basis	of	these	data.		
	
Concluding	thoughts	
In	 this	 research	note,	HIV	 surveillance	data	are	provided	 for	 three	cities	–	 London,	New	York	
and	Athens	-	in	which	HIV	is	a	pressing	health	concern	for	MSM	health,	in	particular.	It	is	argued	
that	 Identity	 Process	 Theory	 constitutes	 a	 fruitful	 heuristic	 framework	 for	 understanding	 the	
social	 psychological	 impact	 of	HIV	 diagnosis	 for	MSM	and	 for	 informing	 possible	 behavioural	
interventions	for	minimising	psychological	trauma.	The	empirical	studies	briefly	reviewed	in	this	
research	note	point	to	the	relevance	of	psychosocial	factors,	such	as	self-construal,	attributions,	
self-esteem,	 interpersonal	relations	and	social	stigma,	 in	predicting	psychological	and	physical	
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health.	Concerns	such	as	adherence	to	antiretroviral	therapy	and	disclosure	of	one’s	HIV	status	
to	sexual	partners	appear	to	have	at	least	some	psychosocial	underpinnings.		
This	 article	 outlines	 a	 series	 of	 hypotheses	 that	 could	 be	 tested	 in	 future	 social	
psychological	research	into	HIV	diagnosis	among	MSM	in	Athens,	London,	and	New	York.	There	
is	 a	particular	 focus	on	 the	 identity	principles	 that	may	be	affected	by	 the	experience	of	HIV	
diagnosis	and	 the	coping	strategies	 that	may	be	associated	with	potential	 threats	 to	 identity.	
These	hypotheses	have	been	developed	on	the	basis	of	existing	research,	and	the	results	of	this	
research	should	inform	the	development	of	social,	psychological,	and	behavioural	interventions	
for	 improving	 quality	 of	 life	 among	MSM	who	 are	 diagnosed	with	HIV.	 A	multi-level	 analysis	
that	can	capture	this	social	psychological	complexity	requires	a	multi-methodological	research	
plan	 consisting	 of	 qualitative	 interviews	 that	 can	 tap	 into	 MSM’s	 perceptions	 and	
understandings	 of	 their	 diagnosis	 as	well	 as	 their	 relationships	with	 others,	 and	 quantitative	
survey	research	that	can	elucidate	systematic	relationships	between	key	psychosocial	variables,	
such	as	self-esteem,	self-efficacy,	willingness	to	disclose	and	medication	adherence.	Identity	is	a	
complex	and	multifaceted	construct	and,	thus,	researchers	should	draw	on	the	wide	range	of	
methodological	tools	available	to	them	–	both	qualitative	and	quantitative	(Jaspal	&	Breakwell,	
2014).		
Research	 should	 be	 conducted	 in	 the	 distinct	 city	 contexts	 outlined	 in	 order	 to	
understand	 the	possible	 impact	of	 social	 and	cultural	 representations	prevalent	 in	 them.	 It	 is	
hoped	 that	 this	 research	 note	will	 encourage	 researchers	 to	 acknowledge	 the	 importance	 of	
researching	 HIV	 diagnosis	 in	 these	 contexts	 with	 a	 view	 to	 devising	 strategies	 for	 improving	
health	and	wellbeing	among	MSM	living	with	this	chronic	condition.	Social	psychology	has	a	key	
role	to	play	in	this	empirical	endeavour.	
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